Appendix A. The Johns Hopkins Bayview Medical Center Strategic Hospital Transformation Plan: CY 16-18 A)
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Partner with Patient First

Expand Capacity for Primary Care
Expand Capacity for Specialty Care

Access to Care

Improve Care Delivery
and Population Health
with a focus on:

-Primary Care Supports

Care Coordination
Across the
Continuum

- Care Management and
other Supports for High

Need Patients

- Integration of
Community Resources
Relative to Social
Determinants of Health
and Activities of Daily
Living

Smoking Cessation Program

Quality and Business Intelligence Tools
Efficiency
Skilled Nursing Collaborative *

* Johns Hopkins Regional Partnership Initiative

[llustrative of key initiatives to address gaps in service/or regional needs following the CMMI Johns Hopkins Community Health Partnership grant



Johns Hopkins Community Health Partnership

AlMS PRIMARY DRIVERS SECONDARY DRIVERS

Emrly amd frequent risk screening for complex needs

e e —

coordination for:

(a) = 8,000 M/M acute : N — :
Acute care delivery | Pharmacist-driven medication management ]

care patients and 1,600

MM high risk community f'E"[lEEiErI Preparstion for self-oare management through
residents by the end of targeted patient/family education

year 1, and Ih} :=-15‘F!H} ED care coordination and use of protocols for common
M/M acute care patients conditions

and 3,000 M/M high risk

community residents by o . —

the en ofyear 3 [ Crmtion i e o perna s pion
JHM willrecruit, train, and

deploy 25-30 new workers Seamless and high int = . .
e transitions of care (Transition Guides, Home Care, Skilled Nursing/Rehab
T5-B0 new workers by the Facilities)

end of year 3 [along with

many additionaln-king

hires).

O wil educe direc

costs per inpatient by

3-5% for the year post-

hospitalization, and will Deployment of
reduce total cost of care Community care
for M/M high risk teams
community residents by 8-

10% per year and by 15- Frequent surveillance of patients” self-management,
18% ower 3 years. adher=mce, barriers to oire, and engagement

Integrated behavioral care based on risk

Predictive modeling to identify patients at high risk for
utilization

Care coordination teams with embedded caze
managers and behaviorsl specialists, and community-
beazed community health workers, and wolunteers
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